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WHO defines palliative care as "an approach to improve the quality of life of for threatening illness situations." [24] The objective of hospice care is not to cure disease but to alleviate symptoms, and improve quality of life at the EOL. [25] An additional mission of hospice care is to enable the EOL patients to die at home, with the emotional support of their beloved people around them. [26] Despite the fact that cancer is a leading cause of mortality in Iran, and the rates of late-stage diagnosis of the disease are rapidly growing rate in the country, very little is known about the physicians' beliefs, attitudes, and experiences about of EOL care. This study surveyed Iranian physicians' belief, attitudes, and experiences about EOL care.
MateRIals and Methods
We conducted this study among all physicians who participated in the largest national annually conducted educational seminar in city of Tabriz, and end of year medical students' educational seminar in September 2012. Tabriz University of Medical Sciences (TUMS) conducts this seminar on an annual basis, and its participants include clinician-specialists in varied subspecialty groups. The seminar presented an opportunity to obtain the current data on physicians' EOL care training, knowledge and attitudes, demographic and organizational characteristics, and personal experience with terminally ill patients.
The included population consisted of 560 medical students, general physicians, specialist, and subspecialists who attended the seminar. The sample size was determined based on the WHO recommendation on 400 samples.
We collected data through a voluntary, self-administered, and anonymous standardized questionnaire. The "Care of terminally ill patients" questionnaire was originally developed by Csikos et al. in 2010. [27] The validity and reliability of the Persian (Farsi) translation of the instrument were measured after the translation process. We employed a translation -back translation process to translate the original English language instrument. Two English-Persian translators, and two native English and Persian bilingual speaking persons were respectively involved in the translation and back-translation processes. Before the application of the translated questionnaire in the study population, it was piloted among 15 people, and a linguistic edit of the measure was done. We evaluated the content validity of the questionnaire based on the opinions of an expert panel, which consisted of eight health services research specialists. After applying modifications and corrections, the panel approved the content validity. In addition, we assessed the reliability of questionnaire totality using the Cronbach's Alpha coefficient. The calculated Cronbach's Alpha values for all 22 items (0.92) showed reasonable reliability (internal consistency). The final questionnaire contained 22 questions about care of terminally ill patients, 2 demographic questions (age and sex), and 5 questions related to the characteristics of the organization in which the participant worked.
Survey participants received the questionnaires before seminar sessions and internship workshops. Participation was voluntary, and no incentives were offered. Completion of the anonymous questionnaire was taken as consent to participate in the study. The questionnaire included a letter explaining its general purpose and providing assurances of the confidentiality of individual answers.
We manually checked all completed questionnaires for completeness before forwarding the data to an electronic database. We calculated frequencies and percentages to compare results. We also used cross-tabulations and Kendall's tau-beta to test for significance and to compare within-sample bivariate associations between demographic and practice variables with belief and attitude variables. Most of these tests were not statistically significant, with the exception of those reported here. Our data analysis employed SPSS version 16.0 (SPSS Ins., Chicago, USA). This article only discusses the quantitative results of our study. Ethical consideration for this study and the study protocol were approved by the Internal Review Board Ethics Committee of TUMS, which was in compliance with the Helsinki Declaration.
Results
Of the 560 distributed questionnaires we distributed for this study 215 questionnaires were completed (overall response rate of 38.3%). Sociodemographic and organizational characteristics of participants are shown in Table 1 . More than 80% of physicians have had at last 1-3 EOL patients. It is considered that 72% of the mentioned patients received medical care in hospitals, 23% at home and only 4.7% in other settings. After controlling for physician gender groups and specialty, we found no statistically significant differences in the number of patients the physicians visited per day, however, differences in number of terminal illness patients they had visited were statically meaningful (P < 0.0001). Physicians' beliefs about the most appropriate type of care for EOL patients illustrated in Table 2 .
Physicians' opinion on the current quality of care for EOL patients in Iran were: 1.9% indicated the best, 15.8% sufficient with deficiencies, 59.5% insufficient, and 22.8% there is not any care. Furthermore, their response to the question: "In your opinion, the best setting for care of terminally ill patients is usually" approximately were: 20% hospital, 62% the patient's home, 18% a nursing home, that is in contrast with their practice which indicates that over 72.4% of EOL patients were cared for in hospitals. Furthermore, the differences among general practitioners and specialists about the best setting for care of terminally ill patients were statically significant (P < 0.0001). On the other hand, differences in age, gender, working place, and universities of physicians were not statically significant.
Physicians' beliefs about the ability of EOL patients to maintain dignity until death is summarized in Table 3 . Further investigation about the differences observed in Table 3 did not show any significant relationship between specialty, age, gender, workplace, and universities of physicians.
Nearly 1% of physicians stated that they were quite knowledgeable about hospice care and 57.1% did not possess any familiarity with this type of care. The majority (97.2%) of the physicians indicated that they had not participated in any educational course about hospice care and 82.2% of them were interested in participating in an educational course on hospice care. Table 4 shows familiarity of physicians with hospice care and their interest in participating in the educational course.
Investigation on significant relationship between physicians' knowledge about hospice and demographic characteristics were meaningful only in age groups (P = 0.025).
dIscussIon
There are numbers of important implications of this study. First, the study demonstrates that the familiarity of Iranian physicians' with EOL care is low and in contrast with the frequent contact with mentioned patients. Second, there is not any kind of structured or organized system to deliver services for EOL patients. Third, in Iran, there is a noticeable absence of EOL education, in both medical school curriculums, and in continuous medical education programs.
The participation rate in this study was 38.3%, which was lower than that of similar international studies in Hungary (54%), United States (48%), and Pakistan (63.6%). [27, 28] These differences could be attributed to methods of sampling and low level of Iranian physicians' knowledge about EOL care.
Most of the Iranian physicians (72%) in the current study claim that they did not have any knowledge about hospice care, which is more than Pakistani physicians (57.1%) who stated that they had heard about a hospice. [28] In contrast to the most of the U.S. physicians who were quite knowledgeable, most of the Hungarian physicians had only a basic knowledge. [27] However, there is a high level of interest shared among physicians in the U.S., Hungary, Iran (82%), and Pakistan to participate in continuing medical education to learn more about hospice care. These findings are consistent with previous studies that indicate physicians' common interest in continuing medical education for EOL care. [10, [27] [28] [29] [30] [31] In this study, 72% of EOL patients received medical care in the hospital and 23% at home, while only 27% of Iranian physicians mentioned that the preferred place of providing terminal care is the hospital. We think that the reason for this conflict is related to lack of any EOL care in Iranian health system, both in the hospital or home. This is confirmed by 82% of physicians which indicated that the level of present EOL care in Iran is insufficient, and 22% believed that there is not any structured service for EOL patients. Other studies focus on physicians' awareness of patients' preferred place for dying. [32, 33] Our findings are in accordance with other study results and reports that categorize Iran in the second group on palliative care development in the world. [34] Iranian physicians believed that combination of curative and palliative care is the most appropriate approach for terminally ill patients (61.7%) which matches with U.S. physicians and is in contrasts with most of the Hungarian physicians that supported a palliative care only approach for terminally ill patients. [27] This difference between Iran and Hungary may be attributed to the current practice of aggressive curative treatment until the last days of life.
We found Iranian physicians' beliefs about the ability of EOL patients to maintain personal dignity were different from those of other countries. [27, 33] This difference is quantified by the question "Most or all EOL patients are not able to maintain personal dignity" which was 18% in the present study but 9% and 5%, in Hungary and the U.S. These differences could be attributed to the difference of social contexts and family structures in these three countries.
Most of the Iranian physicians in the current study claim that they would like to participate in educational course about hospice care if it was offered in college curriculums or in continuous medical education programs. These results are similar to most of the U.S. and Hungarian physicians' opinion [27] but are in contrast with previous studies on Iranian nurses. [11] Intense interest of the Iranian physicians to participate in continuous medical education for EOL care is another finding of this study.
conclusIon
Our findings reveal unacceptable levels of knowledge and attitudes of physicians about delivering services for EOL patients. The low response rate for questionnaires in the present study was the main limitation of the study, so it might not truly represent all physicians of Iran. However, based on the present study, physicians were interested in participating in continuing education programs about patients with terminal illnesses. In response to these realities, designing-specific care for EOL patients is inevitable and should be starting as soon as possible. Furthermore, the education of physicians about EOL care should be included in the formal curriculums of medical schools and continuous medical education programs.
